
Injury from lightning strike while using mobile phone

Statistics and physics do not suggest a
link

Editor—The letter by Esprit et al reporting
a case of injury from lightning strike while
using a mobile phone required some better
research into the physics of lightning,
conductors, and statistics.1

Firstly, the statistics are few. Three
mentions of people using a mobile phone
while being hit by a lightning strike is by no
means compelling evidence for a correla-
tion for either the strike or unusually serious
injury. Indeed, one of the pieces of evidence
does not support the theory of a mobile
phone causing serious injury: “Last year, 10
tourists seeking shelter [were] struck by
lightning when one of them was using a
mobile phone. Fortunately, no one was seri-
ously injured.”2 Not enough evidence is pre-
sented to argue that use of a mobile phone
either attracted the strike or caused serious
injury.

Secondly, the suggestion that the metal
in a mobile phone is channelling the path of
the current through the body is unlikely. The
amount of metal in a typical mobile phone is
very small, compared to the amount of plas-
tic containing it, with the key being that the
outer shell is usually all plastic. A typical
mobile phone is better described as an insu-
lator than a conductor.

Thirdly, lightning strikes occur because
charges build up in the cloud and the
ground until a critical electric field strength
is reached. A discharge then occurs. If some
of the charge can move higher up from the
surface of the earth, drawn by the attraction
of the opposite charge in the cloud above,
then the strike is more likely to occur. So
stabbing a long metal pole into the ground
and holding on to it is asking for trouble, but
holding a very small amount of metal inside
an insulated plastic case is unlikely to
enhance the electric field enough to
increase the risk of a strike much further.
Ramsey M Faragher PhD student
Astrophysics Group, Cavendish Laboratory,
University of Cambridge, Cambridge CB3 0HE
rmf25@cam.ac.uk

Competing interests: None declared.

1 Esprit S, Kothari P, Dhillon R. Injury from lightning strike
while using mobile phone. BMJ 2006;332:1513. (24 June.)

2 Cell phone could have led to death of tourist on Great
Wall. China View 15 August http://news.xinhuanet.com/
english/2005-08/15/content_3355652.htm (accessed 30
Jun 2006).

Mobile phones are not lightning strike
risk

Editor—The claim in the letter by Esprit et
al, that mobile phones are a risk when used
in a storm, is misleading.1 Although some
people speculate that mobile phones pose a
risk when used outdoors because lightning
is attracted to metal, mobile phone handsets
generally contain insignificant amounts of
metal.

Following worldwide media interest in
the letter, the US National Oceanic and
Atmospheric Administration (NOAA)
responded, saying lightning is not attracted
to people carrying mobile phones: “People
are struck because they are in the wrong
place at the wrong time. The wrong place is
anywhere outside. The wrong time is
anytime a thunderstorm is nearby.”2 The
medical profession is well aware of the
misinformation on this topic as pointed out
by Cooper.3

The types of injury observed in the letter
are also well known4 and Cooper also points
out that no lightning danger is inherent to
mobile phones.5 Although many reports of
lightning injuries affect people who are
using mobile phones, these reports repre-
sent the ubiquity of mobile phone usage and
of their users’ inattentiveness to weather
conditions and have nothing to do with the
phones themselves.5

Furthermore, the claim that the Austral-
ian Lightning Protection Standard recom-
mends mobile phones should not be used
during storms is incorrect. The standard
(AS/NZS 1768-2003, not AS/170 as cited)
does not make any such recommendation. It
advises people to use mobile phones instead
of conventional corded telephones during
storms because conventional phones pose a
well documented risk.

The real risk presented by this letter is
people may not have their mobile phone
with them to call emergency services if
someone is struck by lightning nearby.
Chris W Althaus chief executive officer
Australian Mobile Telecommunications Association
(AMTA), Canberra, Australia
Chris.Althaus@amta.org.au
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Hypertrophic cardiomyopathy

Sudden death is rare in young people
with hypertrophic cardiomyopathy

Editor—In their review on the manage-
ment of hypertrophic cardiomyopathy
Spirito and Autore claim that the condition
is the most common cause of sudden death
in young people without symptoms.1 This is
incorrect. The table summarises the results
of 12 studies that provided data on the
number of deaths due to hypertrophic
cardiomyopathy in young people2–5 (nine of
which were summarised by Liberthson3).
Less than 10% of all sudden deaths in young
people were due to hypertrophic cardio-
myopathy. The commonest cause, despite
the young age, was coronary artery
disease.3 4

Most deaths from hypertrophic cardio-
myopathy, contrary to perception, occur in
older people.2 In the general young adult
population the annual death rate from
previously undiagnosed hypertrophic
cardiomyopathy is one per million or less
(table). Among asymptomatic people known
to have the disorder the death rate
(case-fatality) is 0.2% per year or less. These
results are important with respect to
advising patients of their prognosis.

Spirito and Autore recommend screen-
ing for the disorder in families of affected
cases but provide no quantitative evidence
to show that this would be worth while. It
would undoubtedly lead to a large number
of diagnosed cases, but few would die unex-
pectedly from the disorder and there is no
treatment that could reasonably be offered
to all.
David S Wald senior lecturer
d.s.wald@qmul.ac.uk
Malcolm Law professor
Wolfson Institute of Preventive Medicine, Barts and
the London, Queen Mary’s School of Medicine,
London EC1M 6BQ
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Combination of � blockers and verapamil
may be risky

Editor—Spirito and Autore recommend �
blockers or verapamil, or the two drugs
combined, to control heart rate in patients with
hypertrophic cardiomyopathy and chronic
atrial fibrillation.1 To recommend the combina-
tion of � blockers and verapamil without more
specifications is, in our opinion, too risky.

Both � blockers and verapamil have nega-
tive inotropic effects, which can be additive.
Given together they can cause marked
bradycardia and may depress ventricular
contraction,2 as well as increase the risk of atrio-
ventricular block.3 Verapamil can also raise the
serum concentrations of � blockers that are
extensively metabolised in the liver (metopro-
lol, propranolol), possibly by inhibiting their
metabolism.2 Moreover, as was mentioned in
consensus guidelines,4 there is no evidence
that combined medical treatment with �
blockers and verapamil is more advantageous
that the use of either drug alone.1 To our
knowledge, the situation has not changed.
Javier Borja drug safety manager
fv-borja@uriach.com
Iñaki Izquierdo head, clinical development
J Uriach y Compañía, SA Av Camí Reial, 51-57,
08184 Palau-solità i Plegamans, Barcelona, Spain

Josep Guindo staff cardiologist
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Authors’ reply

Editor—Wald and Law assert that coronary
artery disease, rather than hypertrophic
cardiomyopathy, is the most common cause
of sudden and unexpected cardiac death in
the young. Our differing conclusions were

based on the recent guidelines on hyper-
trophic cardiomyopathy and on the results
of a large and systematic evaluation of the
causes of sudden death in competitive
athletes.1 We believe that this discrepancy
has two major explanations.

Firstly, the ages of the patient popula-
tions discussed are different. We referred to
patients in their “youth” (adolescents or
young adults) and to athletes. Instead, most
of the studies quoted by Wald and Law
include adult patients, some aged up to 71.

Secondly, two dimensional echocardio-
graphy, the technique that first permitted an
immediate identification of the morphologi-
cal features typical of hypertrophic cardio-
myopathy, became available only in the early
1980s. However, the papers from the
Liberthson review quoted by Wald and Law
were based on epidemiological studies
performed from the 1950s to the early
1980s, when the diagnosis of hypertrophic
cardiomyopathy remained a major clinical
challenge.

Borja et al comment that the combina-
tion of � blockers and verapamil may cause
bradycardia and could be too risky for
patients with hypertrophic cardiomyopathy.
They also point out that such treatment
strategy is not recommended by the
recent guidelines on hypertrophic cardio-
myopathy.1

In our review, as in others,2 the use of
either � blockers or verapamil, or the combi-
nation of both drugs, is suggested exclu-
sively to control the ventricular rate in
patients with hypertrophic cardiomyopathy
and chronic atrial fibrillation. Conversely,
the use of the two drugs combined is not
appropriate for the treatment of heart
failure. The statement they quote refers to
the control of symptoms of heart failure.
Paolo Spirito director
Divisione di Cardiologia, Ospedali Galliera, Via
Volta 8, 16128, Genoa, Italy
paolo.spirito@galliera.it

Camillo Autore professor of cardiovascular medicine
Unità Operativa di Cardiologia, Ospedale
Sant’Andrea, Università di Roma La Sapienza, Via
Grottarossa, 1035-1039, Rome 00189, Italy
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American Psychiatric
Association clarifies its position
on human rights
Editor—Justo underscores the key princi-
ples on which the American Medical
Association and the American Psychiatric
Association (APA) have based their position
statements on physicians’ participation in
the integration of detainees.1 As immediate
past president of the APA, I would like to
elaborate on the rationale for the APA’s
position that would preclude psychiatrists
from being part of the behavioural science
consultation teams.

In the discussion and debate in Ameri-
can psychiatry that led to this position, some
psychiatrists felt strongly that consulting
with military or domestic law enforcement
authorities was justifiable if interrogations
were “non-coercive” and adhered to princi-
ples of disclosure and respect for persons.
Furthermore, these psychiatrists thought it
was our “patriotic duty” to participate in
interrogations.

This point of view did not prevail. A
large majority took the view that interroga-
tions such as those taking place with the
help of the behavioural science consultation
teams in Guantanamo Bay, Cuba, are inher-
ently coercive. In traditional forensic evalu-
ations psychiatrists and other doctors
always seek informed consent from a
detainee before the beginning of an evalua-
tion. If the detainee declines no further
interaction takes place, but the nature of
interrogations does not allow this refusal to
participate. Interrogations, however, involve
pressure to talk, psychological manipu-
lation, and often induction of stress. This
is true even in so called “non-coercive
interrogations.”

Furthermore, interrogations are often
deceptive in which the goal is to pressure or
trick a detainee into revealing information
that the detainee does not want disclosed.
This is a legitimate task for law enforcement
or the military, but not for doctors.

Finally, doctors’ participation in interro-
gations will undermine detainees’ trust in
medical care, once it is known that
doctors are part of the interrogation team
detainees will justifiably suspect all doctors
and their ability to treat detainees’ medical
needs.

Sudden deaths from hypertrophic cardiomyopathy (HCM) in young people

Reference, case population
Age

(years)
No of

sudden deaths
Annual death rate in general

population (per million)
Case fatality rate

(per year)
Sudden deaths

attributed to HCM (%)

Wald et al,2 asymptomatic people with HCM in England and Wales <55 37 4 0.06

Liberthson,3 asymptomatic and symptomatic people with HCM from nine
populations in USA, Sweden, Israel, and Italy

<40 49 6*

Corrado et al,4 asymptomatic and symptomatic people with HCM in Veneto, Italy:

Athletes <35 1 0.3 2

Non-athletes <35 16 0.5 7

Takagi et al,5 asymptomatic people with HCM in Tsu, Japan 20-71 1 0.2

*10% of cardiac sudden deaths.
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The APA believes that participating in
interrogations is inherently coercive and
deceptive and undermines the trust in the
doctor-patient relationship.
Steven S Sharfstein president
Sheppard Pratt Health System, 6501 N Charles
Street, Baltimore, MD 21204, USA
ssharfstein@sheppardpratt.org
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Deaths on acute hospital wards
Editor—The story of the dying teenager
Andrew, written by his mother, highlights
the potential problems encountered by
patients and their families at the end of life
when cared for in acute hospitals.1

Recent government directives have given
patients the choice to consider end of life care
at home. For some this is wanted and
hopefully achievable, but for others, their ini-
tial desire to stay at home may change for
predictable and unpredictable reasons.
Unbearable pain usually strikes in the middle
of the night,1 and, as in Andrew’s case, many
patients are admitted to hospital at this stage.

The environment of acute busy wards is
not always appropriate for the needs of
dying patients and their families. Andrew
felt safer in the hospital setting, but dying in
such a unit is not the best choice, if one has a
choice. With constant pressure for the
admission of patients who can be treated
successfully, to use such a unit for palliative
care only is not good use of resources.

The “successful treatment” of an acute
medical or surgical problem needs to take
place on acute wards. Likewise “successful
treatment” of the dying patient with complex
needs should take place in a suitable environ-
ment with highly skilled staff. Such specialist
palliative care units exist in acute trusts for
“palliative care only” to provide a seamless
service for dying patients in this setting. They
are also sometimes able to take patients whose
ongoing need for medical support makes
transfer to a hospice inappropriate.

NHS run palliative care units on the sites
of acute hospitals are undoubtedly a step for-
ward in providing active palliative care of
patients. However, because their benefits are
not easy to measure, they have been
threatened with closure in our region. We are
concerned that their extinction will result in
suboptimal care of the dying and the
problems encountered by families such as
Andrew’s will increase. Perhaps the govern-
ment should be listening to carers with first
hand experience of relatives dying on acute
busy wards when considering such closures?
Jane Gibbins specialist registrar palliative medicine
Cheltenham General Hospital, Cheltenham GL53 7AN
janegibbins@hotmail.com

Colette Reid specialist registrar
Carolyn Campbell specialist registrar
Catherine Blinman specialist registrar
Zena Kassim specialist registrar
Candida Cornish specialist registrar
c/o Department of Palliative Medicine, Bristol
Haematology and Oncology Centre, Bristol BS2 8ED
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Human health resources are
key to HIV treatment in Africa
Editor—Deeks singled out drug availability
and limited resources in terms of equipment
as some of the constraints facing Africa with
regard to antiretroviral treatment.1 Globally,
financial resources are not regarded as the
main immediate constraint anymore, the
lack of human resources for health being
regarded as the single most serious obstacle
to the roll out of antiretroviral treatment.2–5

Not only is the number of health profes-
sionals for national health systems in
general insufficient but there is even a
greater shortage of staff involved in anti-
retroviral treatment. The few human
resources available are maldistributed, most
staff residing in urban areas. When this is
coupled with unsatisfactory working condi-
tions characterised by overwork, lack of sup-
port, burnout, and lack of equipment,
people are simply overwhelmed. The pro-
duction of health professionals by institu-
tions of higher learning is not on the
increase as might be expected, and the cap-
ping of the number of new entrants through
governmental budgetary constraints and the
shrinking numbers of academics through
retirement without replacement contribute
to the decreased throughput.

Clearly the one way major donors could
assist in addressing global perspectives relat-
ing to antiretroviral treatment and health of
populations in developing countries is to
commit to human resources development.
This assistance could be unveiled by helping
countries to develop a coherent human
resources strategy, an implementation plan,
and providing more funding to enable
access to higher education.
Ntambwe Malangu senior lecturer
University of Limpopo, South Africa
gustavmalangu@gmail.com
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Does the UK have the highest
paid doctors in Europe?
Editor—With the NHS budget deficit
spiralling out of control, politicians are look-
ing for scapegoats. One of the largest and
easily identifiable costs to the NHS is that of
wages. The pay deals negotiated have led to
the claim by the health secretary that UK

doctors are the highest paid doctors in
Europe.1 We were therefore interested if
there were any data to substantiate this
claim.

We decided to look at senior house offic-
ers as they constitute 24% of the workforce.2

We contacted by letter all the medical
associations in the BMA booklet Opportuni-
ties for Doctors Within the European Economic
Area. We requested the following informa-
tion from each country. What is the average
salary for a hospital doctor three years after
qualification from medical school? What is
the average number of hours worked per
week? Out of 16 countries contacted, seven
responded.

We took UK pay from the BMA website.3

We converted all values to UK pounds.
UK doctors don’t seem to be the highest

paid in Europe (figure). Clearly, however,
this is a rough estimate on what the pay and
working hours of doctors in the UK are
compared with doctors in Europe. To
compare across nations is near impossible.
This is due to the following reasons: the tax
system of each country varies; bonuses at the
end of each year are given in some
countries. Some districts in countries have
different conditions of work. House prices,
inflation, and pensions should be taken into
consideration.

In relation to the European Working
Time Directive it seems that many countries
are failing to meet the necessary target. We
hope this letter shows that the sweeping
statement by the health minister that UK
doctors are the best paid doctors in Europe
is misleading.
H E Mackay senior house officer in neurosurgery
Walton Centre for Neurology and Neurosurgery
NHS Trust, Liverpool L9 7JL
ginger.helen@doctors.net.uk

M R Cope specialist registrar in trauma and
orthopaedic surgery
Wirral Hospitals NHS Trust, Arrowe Park Hospital,
Merseyside L44 5UF
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Training doctors in the new
English NHS

Political correctness or evidence based
education?

Editor—Hutchinson presents a one sided,
simplistic, and politically correct view of
medical education.1 Many of her statements
were generalisations unsupported by evi-
dence, with the result that her article
irritated rather than informed the reader. It
focused on a patient led service and chang-
ing roles as the challenges to training.

I challenge the assumption that every
patient and every situation requires informa-
tion and choice, otherwise the doctor is not
doing things the way he or she should, or
that doctors see devolving care to other pro-
fessionals as a threat. However, I do agree
with her question at the end of the article,
whether curriculums and assessments truly
reflect the type of doctor the public will
expect in future years. The answer is no.

Patients expect that after five years at
medical school, new doctors would have
taken a rigorous examination in medicines
and prescribing, know how to recognise and
basically manage an emergency, and have
been trained in the diagnostic process (clini-
cal reasoning and the interpretation of tests
included), for example. Whenever I ask,
patients prefer easy access and competence
over choice and “niceness” (which is
effectively what our medical students are
trained in) but everyone wants information.
The real challenges are how to produce
expert professionals in a shorter time, with
poor infrastructure, in a culture that empha-
sises competency rather than expertise. This
article seemed to miss the point.
Nicola A Cooper honorary lecturer in medicine
Leeds Teaching Hospitals NHS Trust, Leeds
nacooper@doctors.org.uk

Competing interests: None declared.
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Hidden agenda is obvious

Editor—This “analysis” from the Office of
the Strategic Health Authority is simply an
agenda for training NHS apprentices with
limited understanding or knowledge of
medical sciences.1 The cat is out of the bag.

The author says that it has always
seemed incongruous that the brightest of
school leavers, spending five or more years
in the most expensive of higher education
courses, are still not ready for their job for
several years. Incongruous to whom? Not
the doctors or the patients. The teaching of
medical sciences is expensive and time con-
suming but essential to combat quackery,
superstition, and habit.
Nicholas J Sarkies consultant ophthalmologist
Addenbrooke’s Hospital, Cambridge CB2 2QQ
N.Sarkies@btinternet.com
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The real challenge to the medical
profession

Editor—Hutchinson has done us all a
favour.1 Her article—full of unfounded
assumptions and opinion disguised as fact—
merely draws attention to the poverty of the
arguments of those promoting NHS
reforms. Moreover, her case is poorly served
by an excess of tiresome jargon. Apparently,
if medical training is to assist the “cultural
change,” we need to “role model patient
engagement” and use the “patient voice”; we
must check documentation for “subtle mes-
sages” and ensure we have “embedded
patient autonomy and team working.”

The message, though, is clear: if medical
students do not think “correctly”—if they do
not toe the party line—then they must be
taught to do so. Medical education is to be
manipulated to achieve a political objective.
The author seems to care little for the medi-
cal profession, seeing it primarily as an
obstacle to progress. She has no qualms
about devolving duties formerly the domain
of doctors to other healthcare workers and
disingenuously implies that such changes
are not driven by the need to reduce
expenditure. As for medical schools, she
finds it “incongruous” that the brightest of
school leavers, spending five or more years
in the most expensive of higher education
courses, are still not “job ready” for several
years. Precisely to whom does this seem
“incongruous”? If to the layman, then the
apparent incongruity may be resolved by
giving a detailed account of the knowledge
and skills to be acquired before qualification.
If to a member of the medical profession,
then all that can be said is that a fine educa-
tion has been wasted on him or her.

The challenge to the medical profession
is to argue vociferously against all who ped-
dle reforms that belittle and degrade the
practice of medicine.
James Penston consultant physician
Scunthorpe General Hospital, Scunthorpe, North
Lincolnshire DN15 7BH
james.penston@nlg.nhs.uk
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Does continuing medical
education work?
Editor—There seems to be some inborn
belief among editors and educators that
continuing medical education (CME)
works.1 What is the evidence? The few
attempts to measure effectiveness have been
less than satisfactory. Recall may be fine
immediately after a lecture, but how is it
three to six months later? How do we meas-
ure changes in practice? What causes those
changes? How much CME is based on stud-
ies of individual practices? CME is not based
on practice epidemiology. How much CME
and practice content is based on assess-
ments of the problems in a specific practice
population? One of my first published
papers was written in 1958 on my experi-
ence of placing my patients’ data on Royal
McBee punch cards and evaluating the con-
tent of my practice (diagnoses, procedures,
prescriptions) every six months.

One CME size does not fit all, any more
than one design fits all. People learn in
different ways. Some do well searching for
ideas on the internet. Some find journal
articles worthwhile. Some find repetition of
subjects boring.

The desire to ensure the best quality
practice is laudable. With proper training in
medical school most doctors subscribe to
life long learning, yet we still see such simple
activities as lack of immunisation among
patients in a practice. Many patients do not
have their blood pressure measured regu-
larly. We often measure the wrong things. We
provide the wrong type of continuing
education. We pay for services based on
quantity rather than quality. We do not pay
for consultations but for surgery, shots, and
prescriptions.

Those truly interested in improving
physician performance need to dump CME
as it presently exists and develop a new
model to improve practice quality, once we
have decided what quality is. It is not usually
what professors and educators believe it is.
The worry about pharmaceutical support
is a distraction from focusing on practice
quality.
Christopher M Buttery professor of public health
Virginia Commonwealth University, Richmond,
VA 23298, USA
rokimbo@comcast.net
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